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The study examined how religious beliefs and practices im-
pact upon medication and illness representations in chronic
schizophrenia. One hundred three stabilized patients were
included in Geneva’s outpatient public psychiatric facility
in Switzerland. Interviews were conducted to investigate
spiritual and religious beliefs and religious practices and re-
ligious coping. Medication adherence was assessed through
questions to patients and to their psychiatrists and by a sys-
tematic blood drug monitoring. Thirty-two percent of
patients were partially or totally nonadherent to oral med-
ication. Fifty-eight percent of patients were Christians, 2%
Jewish, 3% Muslim, 4% Buddhist, 14% belonged to various
minority or syncretic religious movements, and 19% had no
religious affiliation. Two thirds of the total sample consid-
ered spirituality as very important or even essential in every-
day life. Fifty-seven percent of patients had a representation
of their illness directly influenced by their spiritual beliefs
(positively in 31% and negatively in 26%). Religious re-
presentations of illness were prominent in nonadherent pa-
tients. Thirty-one percent of nonadherent patients and 27%
of partially adherent patients underlined an incompatibility
or contradiction between their religion and taking medica-
tion, versus 8% of adherent patients. Religion and spiritu-
ality contribute to shaping representations of disease and
attitudes toward medical treatment in patients with schizo-
phrenia. This dimension should be on the agenda of psychia-
trists working with patients with schizophrenia.
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Introduction

Despite overwhelming evidence that antipsychotic
medication is effective in the acute and maintenance
treatment of schizophrenia, a significant proportion of
patients do not take their medication and thus present
an increased risk of relapse.1 Medication nonadherence
among outpatients with schizophrenia ranges between
50% and 60% during the first year following discharge
from hospital, depending upon exclusion or inclusion
of patients who refused or dropped out of treatment.
Moreover, various definitions and assessments of adher-
ence were used in these studies. Adherence to (or compli-
ance with) a medication regimen is generally defined as
the extent to which patients take medications as pre-
scribed by their health care providers. The word ‘‘adher-
ence’’ is preferred by many health care providers because
‘‘compliance’’ suggests that the patient is passively fol-
lowing the doctor’s orders and that the treatment plan
is not based on a therapeutic alliance or contract estab-
lished between the patient and the physician. Both terms
may be imperfect and uninformative descriptions of med-
ication-taking behavior.2,3 Nonadherent patients are at
increased risk of relapse and hospitalization compared
with adherent ones; medication switches and augmenta-
tion strategies are also more frequently used among the
first category.4,5 Relapse due to nonadherence has nega-
tive consequences both for the patient (by lowering qual-
ity of life and treatment outcome) and the society (by
increasing the costs).6

During the last few years, there has been a growing
interest for the problem of adherence to treatment, as
shown by numerous articles on the topic. In a new cat-
egory of the Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition,7 enumerating the clinical fac-
tors that must hold one’s attention, therapeutic nonad-
herence is mentioned.
Several studies have defined factors that are associated

with adherence to medication. Among these factors, in-
sight, attitudes toward medication, symptoms, and drug
side effects are especially relevant.8,9,10

The relationship between spirituality and adherence
to treatment has been studied among patients with se-
vere chronic physical disorders,11 cancer,12 and terminal
diseases.13 In psychiatry, this relationship was investi-
gated for mood disorders14 and drug addiction.15 These
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studies indicate that being religious increases patients’
satisfaction and adherence to treatment. The positive im-
pact of spirituality on adherence to treatment is explained
by an improved quality of life, a better social support,
and more positive representations of the illness by
believers.
There is a growing amount of literature suggesting that

religion and spirituality may provide positive coping to
patients with schizophrenia.16,17 However, no study, as
far as we know, discusses the implications of spirituality
on adherence to treatment among schizophrenic patients,
even if spirituality and religious practices are salient in
their lives.18,19 From this perspective, religion, in the
sense of its broad definition including both spirituality
(concerned with the transcendent, addressing the ulti-
mate questions about life’s meaning) and religiousness
(specific behavioral, social, and doctrinal characteristics),
can be helpful for patients whose social life and personal
identity have been impaired by the course of the disease.18

Religion can also have a negative impact on the outcome
of mental disorders, particularly when it replaces or
delays medical treatment. Some patients may refuse med-
ical care, especially psychiatric care, because of their re-
ligious beliefs. Influenced by spiritual leaders, some
people may consider spiritual recovery exclusively, to
the detriment of medical treatment.16,20

This study is part of a research project addressing spir-
ituality and religion in outpatients presenting with
schizophrenia that focuses on patients’ coping and clini-
cians’ attitudes.21 Our objective is to explore the impact
of spirituality on adherence to treatment among outpa-
tients with psychotic disorders. Practical therapeutic
implications are discussed. This research was undertaken
with the hypotheses that (1) the more the patients are re-
ligiously involved (practices, support from religious com-
munity), the more adherent they are and (2) treatment
adherence is related to representation patients have of
their disease and treatment, influenced by their religious
convictions.

Methods

Study Design and Procedure

Patients meeting the International Statistical Classifica-
tion of Diseases, 10th Revision criteria for a diagnosis
of schizophrenia or other nonaffective disorders, aged be-
tween 18 and 65 years, all treated in Geneva’s public psy-
chiatric outpatient facility, were included. Patients were
excluded if their clinical condition prevented them from
participating in the interviews. Interviews took place be-
tween May 2003 and June 2004.
The study was approved by the ethics committee of the

University Hospitals of Geneva. Subjects received de-
tailed information about the study and gave their written
consent. Clinicians in charge of the patients were pro-

vided with information about the research. They pro-
posed the study to all eligible patients in their practice.
Two of the authors (Mohr, Borras) met the 106 included
patients for audiotaped interviews. At that point, 3
patients withdrew from the study.

Clinical Measures and Spiritual Assessment

Demographic and clinical data were collected from med-
ical records. Quality of life was self-rated bymeans of a vi-
sual, analog scale. Current symptoms were assessed using
the Positive and Negative Syndrome Scale (PANSS)22

and the Clinical Global Impression.23 Psychosocial
adaptation was evaluated with axis V of the Diagnostic
and Statistical Manual of Mental Disorders, Fourth
Edition.7

On the basis of several instruments available in En-
glish, that is, the ‘‘Multidimensional Measurement of Re-
ligiousness/Spirituality for Use in Health Research,’’24

the ‘‘Religious Coping Index,’’ 25 and a questionnaire
on spiritual and religious adjustment to life events, 26

we developed an ad hoc semistructured interview. Our
instrument explores, through 20 questions, the religious
history of patients, their beliefs, religious activities, im-
portance of religion in their lives, and health care among
other topics. In addition to this semistructured interview,
the salience of religiousness (ie, the frequency of religious
activities and the subjective importance of religion in
daily life), religious coping and synergy with psychiatric
care were quantified by a visual analog scale with 5 an-
chored points. The total duration of the interview was
about 45minutes. The interviewwas pretestedwith a sam-
ple of 10 patients. It demonstrated good acceptability, re-
liability, and construct validity. Responses obtained by
the interviewer of the sample of 88 patients were com-
pared with 15 additional interviews conducted by a sec-
ond author (Borras) in order to check for interviewer
bias. The comparison of the 2 sets yielded equivalent dis-
tributions and patterns of answers.27 Two of the authors
(Borras and Mohr) analyzed independently the content
of patients’ account concerning spiritual views of illness,
medication, and supportive therapy.When divergent cat-
egorization occurred, the content was reviewed to reach
a consensus. Positive spiritual visions of the illness were
that the illness belongs toGod’s plan, the illness opens the
mind to spirituality, and the spiritual acceptance of the
illness. Negative spiritual visions were a demonic attribu-
tion to the illness or a punishment for patient’s sins. Spir-
itual positive visions of medication were medication as a
God’s gift, medication recommended by a spiritual coun-
selor, and spiritual acceptation of the need of medication.
Spiritual negative visions of medication were the search
of spiritual healing in place of psychiatric care, experi-
encing medication as hindering spiritual life, spiritual
delusion leading the person to deny illness, and need
for treatment. Spiritual positive visions of supportive
therapy were that doctors are God’s gift, doctors are
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counsellors, therapy recommended by a spiritual counsel-
lor, and spiritual acceptation of the need of therapy. Spir-
itualnegativevisionsof supportive therapywere thesearch
of spiritualhealing inplaceofpsychiatric care;denigration
of doctors’ skills, while nonspiritual; spiritual delusion
leading the person to deny illness; and need for treatment.

Adherence to Treatment

Clinical interviews of both patients and their clinicians
were used to assess adherence to treatment in the last
1-year time period. For all patients, standard drug blood
monitoring was obtained within a month prior to this in-
terview to confirm the level of adherence reported by the
patient and his clinician and then to assess the data. An
interval of 12 hours was respected between the last time
medication was taken and the blood test. On the basis of
this assessment, patients taking an oral medication were
rated according to Coldham’s classification.28

1. Nonadherence: Dropped out of medical treatment
(without good reason) and/or took their medication
erratically (eg, stopped for months at a time) or not all.

2. Partial adherence: Taking medication irregularly
(skipped doses but never longer than a few weeks at
a time in the 1-year time period) or not the complete
prescription.

3. Good adherence: Rarely or never missed doses of med-
ication.

4. Depot medication: Patients receiving a treatment by
injection. This treatment was administered by care-
givers of the outpatients’ facilities, leading to an indis-
putable adherence to treatment. The reasons that
conduct patients to receive such treatment are usually
due to a previous history of nonadherence to treat-
ment, provoking relapse with potential risk of auto-
or heteroaggressiveness.

In our analyses, good adherent patients have been
compared with the 3 other patients (nonadherent, par-
tially adherent, and injected patients).

Statistical Analysis

Data were analyzed using the Statistical Package for the
Social Sciences, version 11. Distribution-free univariate
statistics were used for comparison of the variable distri-
butions between groups (chi-square, Wilcoxon rank test,
and Kruskal-Wallis test). Logistic regression analysis
with forward Wald criteria for selection of variables
was used for comparison of good adherent patients ver-
sus other patients (nonadherent, partially adherent, and
injected patients).

Results

Table 1 presents the clinical and sociodemographic char-
acteristics of the patients included. Eighty-three percent

of the patients were on oral antipsychotic medication and
17% were on depot antipsychotic medication. In the sub-
sample of patients treated orally, 32% were nonadherent
to medication (16 totally nonadherent and 11 partially
adherent).
The clinicians tended to overestimate adherence to

treatment for 65% of patients who were found to be non-
adherent through therapeutic monitoring.
Sixty-six percent of patients were treated with an atyp-

ical antipsychotic (At) only, 5% with a typical antipsy-
chotic (T), and 28% with an association (At-At, T-At,
T-T).
Patients on atypical antipsychotic medication and

those on monotherapy were more adherent than patients
on classical antipsychotics and on antipsychotic associa-
tion, respectively. Sociodemographic and clinical factors
significantly associated with good adherence (vs nonad-
herence, partial adherence, and injection) were daily ac-
tivities, lower substance abuse, comorbid disorders
(alcohol dependence and cannabis abuse), less positive
symptoms, and a greater rate of symptomatic and func-
tional remission.
The relationships between religious involvement

(beliefs and practices) and adherence to treatment for
patients are presented in table 2. Eighty-one percent of
patients subscribed to an official religious affiliation:
58% were Christian (38% Catholic, 7% Evangelist, 12%
Protestant, 1% Orthodox), 2% Jewish, 3% Muslim, 4%
Buddhist, 14% declared belonging to various minority
or syncretic religious movements, and 19% had no reli-
gious affiliation. More than two thirds of patients
reported regular private religious practices (prayer, med-
itation, reading religious material, worship, etc) and one
third reported regular religious practices in the commu-
nity (attending church services, prayer, meditation, wor-
ship, or reading religious material with others). Religion
played an important role in the daily lives of about three
fourths of patients and in coping with difficulties for
more than half of them. Adherent patients had more
group religious practices (at least once a month) than
nonadherent patients. The last category seemed to
have very little contact with a religious community.
Moreover, more adherent patients (34%) stressed the im-
portance of the community’s support for them compared
with nonadherent patients.
Patients were divided into 3 groups according to their

religious involvement:

� Group 1: no religious affiliation or religion considered
as unimportant in their lives.

� Group 2: presence of a religious affiliation, religion
considered as important in their lives, no religious
group practices.

� Group 3: presence of a religious affiliation, religion
considered as important in their lives, religious practi-
ces in groups (at least once a month).
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Adherent patients belonged significantly more often to
group 3 than nonadherent patients. Nonadherent
patients made up most of group 2.
Religion was not only associated with adherence but

also with clinical characteristics. Indeed, the more reli-
gion was important in patients’ lives, the less patients

were substance abusers (group 3: 10% vs group 2: 30%
vs group 1: 47%; v2 = 8.01, df 2, P < .02) and the
more they were in symptomatic remission (group 3:
39% vs group 2: 12% vs group 1: 27%; v2 = 6.88, df 2,
P < .03). Religion was not associated with sociodemo-
graphic characteristics.

Table 1. Clinical and Sociodemographic Characteristics of the 103 Outpatients (%)

Nonadherence Partial Adherence Depot Medication Good Adherence Total

N 16 11 17 59 103
Gender*

Men 87 45 88 64 70
Women 13 55 12 36 30

Ethnicity

White European 75 55 76 85 79
Arabian 6 27 12 3 7
African 0 9 12 7 7
Asian 19 9 0 5 7

Mean age (SD)* 31 (9) 41 (8) 40 (10) 39 (10) 38 (10)
Marital status

Married 6 0 12 8 8
Living alone 31 73 41 46 46

Without remunerated work* 63 73 94 90 84
Vocational training* 56 73 18 47 47

Daily activities*

None 37 55 41 17 28
Occupational 44 27 59 71 59
Remunerated work or
regular study

19 18 0 12 13

Psychosocial adaptation:
mean GASa (SD)

57 (14) 54 (10) 52 (11) 58 (14) 56 (14)

Diagnosis

Schizophrenia 94 64 71 81 80
Paranoid 82 45 65 59 62
Hebephrenic 6 0 0 8 6
Undifferentiated 6 19 6 14 12

Schizoaffective disorder 6 36 22 17 18
Psychotic disorder
not otherwise specified

0 0 6 2 2

Current comorbidity of
substance abuse*

50 36 35 15 26

Length of illness (y): mean (SD) 11 (10) 16 (11) 17 (11) 15 (11) 14 (11)
Hospitalizations

Median number 4 5 13 6 5
Median duration (mo) 2.4 3.6 5.4 5.3 5.1

Symptoms: PANSSb

Positive symptoms, mean (SD)* 14 (7) 17 (4) 17 (8) 13 (6) 14 (6)
Negative symptoms, mean (SD) 13 (7) 14 (8) 15 (9) 13 (7) 13 (7)
General symptoms, mean (SD) 26 (10) 30 (14) 29 (16) 24 (8) 26 (11)
Total score, mean (SD) 53 (20) 62 (25) 60 (31) 50 (17) 53 (21)
Symptomatic remissionc 14 18 6 31 23
Symptomatic and functional
remission*d

0 0 0 17 10

aGlobal Assessment Score (GAS), possible scores range from 1 to 100, with higher scores indicating better functioning.
bPositive and Negative Syndrome Scale (PANSS), possible scores range from 7 to 49 for positive and negative symptoms, from
16 to 112 for general symptoms, and from 30 to 210 for total score, with higher scores indicating severity of symptoms.
cCriteria of symptomatic remission.46
dCriteria of symptomatic and functional remission.47
*Differences between groups according to adherence to treatment at a 2-tailed P level < .05.
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When taking in account sociodemographic variables,
clinical characteristics, and religion associated with ad-
herence in a logistic regression analysis with stepwise
selection of variables to predict adherence, the only
predictors of good adherence were less positive symptoms
(odds ratio = .91, 95% confidence interval .84–.98) and
absence of substance abuse (odds ratio = 4.0 for sub-
stance abuse, 95% confidence interval 1.5–10.6) (model
v2 = 16.04, df 2, P.000, R2 = 20%).

Table 3 presents the relationship between spiritual
visions of illness and medication and their relationship
to adherence to treatment, according to content analysis
of patients’ accounts. Fifty-seven percent of patients had
a representation of their illness directly influenced by
their spiritual beliefs.

For 31% of the subjects, religion gave meaning to their
illness with the help of positive religious contents: ‘‘I
think my illness is a test sent by God to put me on the
right path’’ (28-year-old man, paranoid schizophrenia),
‘‘My illness is part of God’s plan and I accept it with hu-
mility’’ (48-year-old woman, paranoid schizophrenia), or
‘‘Illness is a gift from God in order to help me to grow in
spiritual life’’ (51-year-oldman, paranoid schizophrenia).
For 26% of the patients, religion gave meaning to their
illness with negative religious contents: ‘‘My illness is
a punishment sent byGod for my sins’’ (30-year-oldman,
paranoid schizophrenia), ‘‘My illness is a possession of
a demon that forces me to mutilate myself’’ (26-year-
old man, paranoid schizophrenia), or ‘‘My illness is
the work of the Devil’’ (39-year-old woman, paranoid
schizophrenia).

The rest of the sample (43%) seemed to stick to the
medical model of illness and spoke in terms of fragility
and genetic vulnerability without having their spiritual
beliefs intervening in their image of the disease.

In the group of adherent patients, medical representa-
tions of illness were more prominent than spiritual or
religious representations. This ratio was reversed for non-
adherent patients: in this group, religious representations
of illness were prominent.

Thirty-one percent of nonadherent patients and 27% of
partially adherent patients underlined an incompatibility
or contradiction between their religion and taking med-

ication, versus only 8% of adherent patients: ‘‘My illness
is an ordeal sent by God, medication is not a part of
God’s plan and I will not take it’’ (26-year-old man, para-
noid schizophrenia), ‘‘We are creations of God, only God
can control our thinking, not doctors nor medication’’
(23-year-old man, paranoid schizophrenia). However,
for some patients, religion gave meaning to medication
with the help of positive religious contents: ‘‘Medication
is a gift of God to doctors to treat mankind’’ (47-year-old
man, schizoaffective disorder).
Thirty-one percent of nonadherent patients underlined

contradiction or incompatibility between their spiritual
convictions and supportive psychotherapy, contrary to
10% of adherent and 9% of partially adherent patients:
‘‘During the consultation, my therapist encourages me
to think more about myself and to say no to others,
but this is not what the Church teaches’’ (45-year-old
woman, paranoid schizophrenia).
For a third of patients, spiritual vision of illness and

spiritual vision of medication were bounded, more often
negative in nonadherent patients and positive in adherent
patients. For 24% of patients, a spiritual vision of illness
does not imply a spiritual vision of medication: ‘‘My ill-
ness is a God’s punishment for my sins. God and medi-
cation are 2 different things. Medication helps me to
overcome my illness’’ (27-year-old woman, paranoid
schizophrenia). Inversely, for 12% of patients, a natural
vision of illness was associated with a spiritual vision of
medication: ‘‘I am spiritual in my soul, my illness has
nothing to do with spirituality, it is something apart
from it, medication hindered me to grow in my spiritual
life’’ (44-year-old man, paranoid schizophrenia).
Spirituality was discussed by the psychiatrists with

only 36% of patients, although more than two thirds
of patients felt at ease with this topic.

Discussion

The study highlighted that more than half of the patients
had representations of their illness and treatment directly
influenced by their religious convictions, positively in
31% (test sent by God to put them on the right path,
a gift from God or of God’s plan) and negatively in

Table 2. Religious Involvement (Beliefs, Practices) and Adherence to Treatment (n = 103 Patients, %)

Nonadherence
Partial
Adherence

Depot
Medication

Good
Adherence Total

N 16 11 17 59 103
Groups according to the importance of religion*

Little importance 15 19 0 12 19 16

Subjective importance 57 56 82 82 41 54

Subjective and collective importance 31 25 18 6 41 30

*Differences between groups according to adherence to treatment: v2 = 13.71, df 6, 2-tailed P level < .04.
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26% (punishment of God, a demon, the devil, or posses-
sion). Moreover, there was a strong association between
representations of illness and treatment, directly influ-
enced for most of them by their spiritual beliefs, and
nonadherence to treatment. Thirty-one percent of
nonadherent patients underlined an incompatibility be-
tween their religious convictions andmedication and sup-
portive therapy, versus 8% of adherent patients. This
result was confounded when performing multivariate
analyses. This may be due to sample size, as numerous
factors influence adherence to treatment. Indeed, content
analysis of our data gave some evidence that religion
was one of those factors. Through discussion with the
patients, we could observe that medical treatment or rec-
ommended behavior encouraged by the psychiatrist may
enter into conflict with certain teachings of various reli-
gious groups. Certain religious groups are prone to spir-

itual healing exclusively. Taking care of oneself, learning
to say no, and to aspire toward self-accomplishment may
enter into conflict with certain religious teachings. These
teachings often encourage service to others and the com-
munity and the subordination of one’s personal needs.
Suffering and benevolence may be perceived as salutary.
To our knowledge, there is no research yet bearing on

treatment adherence versus religion and spirituality on pa-
tientswith schizophrenia.A studybyLoganandRomans14

amongbipolarpatientsalsounderlinedthatreligiousbeliefs
often conflictwith illness paradigmsusedbymental health
professionals andcouldnegatively impactonadherence to
treatment. Indeed, 37% of bipolar patients saw a link be-
tween their religiousbeliefs and their illness and32%spoke
about difficulties because of incompatibility between their
faith and the treatment proposed by the caregivers. An ex-
ampleof incompatibilitywas the interventionofa spiritual

Table 3. Spiritual Visions of Illness and Treatment and Adherence to Treatment (n = 103 patients, %)

Noncompliant Partially Compliant Depot Medication Good Adherence Total

N 16 11 17 59 103
Spiritual vision of illness

Negative 31 45 18 24 26
Positive 38 45 41 24 31
No role* 31 9 41 53 43

Spiritual vision of medication

Negative* 31 27 0 8 13
Positive 13 27 35 37 32
No role 56 45 65 54 55

Spiritual vision of supportive therapy

Negative* 31 9 0 10 12
Positive 19 27 29 36 31
No role 50 64 71 54 57

Not at ease to speak
about religion with
psychiatrist

44 27 18 15 21

Spiritual vision of illness and spiritual vision of medication*

No spiritual vision 25 0 29 39 31
Spiritual vision of
illness, no spiritual
vision of medication 31 45 35 15 24

Spiritual vision of
illness, positive
spiritual view of
medication 13 18 24 29 24

No spiritual vision
of illness, positive
spiritual view of
medication 0 9 12 8 8

Spiritual vision of
illness, negative
spiritual view of
medication 25 27 0 3 9

No spiritual vision
of illness, negative
spiritual view of
medication 6 0 0 5 4

*Differences between groups according to compliance at a 2-tailed P level < .05.
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leader against medical treatment, advocating spiritual
healing as the sole intervention.14 Results confirm our
hypothesis that religious involvement may be positively
associatedwithmedication adherence.More precisely, in-
volvement in a religious community seems to be crucial.
Whether this effect is specific (positive influence of spir-
ituality on adherence) or nonspecific (positive influence
of social support in general) remains to be studied.

In accordance with the literature, we found that predic-
tive factors of nonadherence were male,29,30 young
age,29,31 lack of activities,29,32 poor socioeconomic
conditions (not welfare),29,32 absence of professional
training,32 typical antipsychotic prescriptions,33 combi-
nation treatment, defined by the intake of several antipsy-
chotics,34,35 addictive comorbidity (substance abuse,
alcoholism, and cannabis use),29 and higher scores on
the PANSS.9 Living alone and bad housing conditions
were not associated with nonadherence, contrary to
what other authors have observed.36,37 A possible expla-
nation for this lack of association in the present study is
that our sample benefits of intensive social support in-
clude adequate living conditions. As other authors,38

we found no association between onset of illness, number
of hospitalizations, and adherence to treatment.

Adherent patients had more group religious practices
(at least once a month). These patients also stress the im-
portance of community support. Nonadherent patients
seemed to have little contact with the community, possi-
bly because of social impairment, inappropriate affects,
and little motivation to cope with the active world.
Some nonadherent patients explained that their faith
community had rejected them when they became ill.
Others could find their help and support but lost contact
because of their lack of motivation. Reaffiliation to one’s
religious community could thus be a therapeutic goal
with these patients. The hypothesis of an adverse impact
of religion upon adherence to medication could be valid
in respect with cultic religious movements.39 No such
phenomenon was evidenced in our context.

Spirituality as resource of finding meaning and hope in
suffering has clearly been identified as a key component
of the process of psychological recovery.27 The impor-
tance of religion for patients is a poorly known phenom-
enon by the clinicians, even if spirituality needs to be
integrated into patients’ care.21 Our study confirms
that religion and spirituality are important for a majority
of patients suffering from schizophrenia. Eighty-one per-
cent of them subscribed to a religious affiliation and 58%
were Christians. However, qualitative data from inter-
views indicate that more than half of the sample believed
in combinations of faiths. This is in accordance with the
contemporary religious syncretism in western societies40

and even more so in a multiethnic and multicultural city
like Geneva. In fact, following a study of Campiche41

evaluating the affiliation of the general Swiss population,
the percentage of religious affiliations are comparable,

but most of the population belongs to traditional Swiss
Christian churches, whereas in the study, patients were
more likely tomention Pentecostal churches, non-Christian
religions, minority religions movements, or double reli-
gious affiliation.21

Through these impressive results, we underline that re-
ligion affects the self andmay improve recovery by instill-
ing hope, purpose, and meaning in life but also affects the
adherence to treatment. This dimension was discussed by
thecaregiverswithaquarterofpatientsonly,althoughtwo
thirds of subjects felt at ease in discussing it. Professionals
underestimate the importance of this issue. Possible
explanationsare the lowratesofreligiousaffiliationofpsy-
chiatrists,42,43 a lack of knowledge of religions,42,44 and
a tendency to pathologize many thoughts and behaviors
in reference to spirituality among patients.44,45 Some ri-
valrybetweenhealthprofessionals regardingmanagement
of moral suffering could also be involved.46,47

This study has several limitations. Firstly, due to our
small sample size, multivariate analyses may be consid-
ered as exploratory. Thus, the lack of association between
adherence to treatment and illness’ representations influ-
enced by spiritual convictions may represent false nega-
tive findings. Secondly, there might be a response bias as
patients could be reluctant to announce themselves as
nonadherent to medication. On the other hand, blood
monitoring was systematically performed, this being an
objective manner for documenting adherence. Another
interesting specificity of the study is that it was performed
in a varied and multiconfessional setting (eg, the interna-
tional city of Geneva, Switzerland).

Conclusion

Adherence to treatment has been recognized as a problem
in serious mental disorders including schizophrenia, al-
though the understanding of the causes for nonadherence
is incomplete. Our results about the importance of the
religious dimension and its potential impact on treatment
adherence should be considered in the clinical manage-
ment of patients with schizophrenia. In order to increase
adherence, clinicians should aim at building a shared rep-
resentation of illness with patients, spirituality being an
important component of such representations for most
individuals with schizophrenia. Also, an in-depth review
of the way patients incorporate their psychotropic med-
ication into their worldview should be performed. It
could help to identify conflicts potentially leading to non-
adherence, thus providing ways of negotiating a common
conception of what treatments may represent.

References

1. Fusion Medical Education LLC.Optimizing pharmacother-
apy to maximize outcome in schizophrenia. J Clin Psychiatry
2005; 66: 122–133.

1244

L. Borras et al.



2. Osterberg L, Blaschke T. Adherence to medication. N Engl J
Med. 2005;353:487–497.

3. Vauth R, Loschmann C, Rusch N, Corrigan PW. Under-
standing adherence to neuroleptic treatment in schizophrenia.
Psychiatry Res. 2004;126:43–49.

4. Eaddy M, Grogg A, Locklear J. Assessment of compliance
with antipsychotic treatment and resource utilization in
a Medicaid population. Clin Ther. 2005;27:263–272.

5. Robinson D, Woerner MG, Alvir JM, et al. Predictors of re-
lapse following response from a first episode of schizophrenia
or schizoaffective disorder. Arch Gen Psychiatry. 1999;56:
241–247.

6. Weiden PJ, Olfson M. Cost of relapse in schizophrenia. Schiz-
ophr Bull. 1995;21:419–429.

7. American Psychiatric Association. Diagnostic and Statistical
Manual of Mental Disorders, 4th Rev. Washington, DC:
American Psychiatric Association; 1994.

8. Hudson TJ, Owen RR, Thrush CR, et al. A pilot study of
barriers to medication adherence in schizophrenia. J Clin Psy-
chiatry. 2004;65:211–216.

9. Donohoe G, Owens N, O’Donnell C, et al. Predictors of com-
pliance with neuroleptic medication among inpatients with
schizophrenia: a discriminant function. Eur Psychiatry. 2001;
16:293–298.

10. Corriss DJ, Smith TE, Hull JW, LimRW, Pratt SI, Romanelli S.
Interactive risk factors for treatment adherence in a chronic
psychotic disorders population. Psychiatry Res. 1999;89:
269–274.

11. Muthny FA, Bechtel M, Spaete M. Lay etiologic theories and
coping with illness in severe physical diseases. An empirical
comparative study of female myocardial infarct, cancer, dial-
ysis and multiple sclerosis patients. Psychother Psychosom
Med Psychol. 1992;42:41–53.

12. Patterson S, Balducci L, Meyer R. The Book of Job: a
2,500-year-old current guide to the practice of oncology: the
nexus of medicine and spirituality. J Cancer Educ. 2001;17:
237–240.

13. Miller DK, Chibnall JT, Videen SD, Duckro PN. Supportive-
affective group experience for persons with life-threatening
illness: reducing spiritual, psychological, and death-
related distress in dying patients. J Palliat Med. 2005;8:
333–343.

14. Logan M, Romans S. Spiritual beliefs in bipolar affective dis-
order: their relevance for illness management. J Affect Disord.
2002;75:247–257.

15. Marcotte D, Margolin A, Avants SK. Addressing the spiri-
tual needs of a drug user living with human immunodefi-
ciency virus: a case study. J Altern Complement Med. 2003;
9:169–175.

16. Koenig HG, McCullough ME, Larson DB. Summary and
conclusions. In: Koenig HG, ed. Handbook of Religion
and Health. Oxford, U.K.: Oxford University Press; 2001:
391–393.

17. Wagner LC, King M. Existential needs of people with psy-
chotic disorders in Porto Alegre, Brazil. Br J Psychiatry.
2005;186:141–145.

18. Mohr S, Huguelet P. The relationship between schizophrenia
and religion and its implications for care. Swiss Med Wkly.
2004;134:369–376.

19. Huguelet P, Binyet-Vogel S, Gonzalez C, Favre S, McQuillan
A. Follow-up study of 67 first episode schizophrenic patients
and their involvement in religious activities. Eur Psychiatry.
1997;12:279–283.

20. Campion J, Bhugra D. Experiences of religious healing in
psychiatric patients in South India. Soc Psychiatry Psychiatr
Epidemiol. 1997;32:215–221.

21. Huguelet P, Mohr S, Borras L, Gilliéron C, Brandt PY. Spir-
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